culous.
The non-tuberculous psoas abscess often appears to be of primary haematogenous origin (Zadek, 1950; Lam & Hodgson, 1966) , and is particularly liable to occur in children (Mynter, 1881; Lam & Hodgson, 1966) , in whom it may present as an 'irritable hip'. Of the various organisms responsible the commonest is the staphylococcus, and where antibiotics have been given the pus might be sterile (Lam & Hodgson, 1966) . Occasionally secondary infection occurs in a haematoma due to trauma (Binns, 1966) or haemophilia (Tordoir, 1951) .
Another mode of infection, both pyogenic and tuberculous, is by direct spread from adjacent structures. The psoas sheath is not a continuous sheet of tissue as suggested by Mynter (1881) , but has defects where vessels and nerves penetrate. Perinephric infection can enter it via the defect inferiorly in the perinephric fascial layers (Aird, 1957) . Appendix abscess, diverticulitis coli, intestinal perforations and even pleural infection were sometimes implicated (Tordoir, 1951) . Rogers (1911) When the abscess was drained by a groin incision about 500 ml of greyish yellow pus was obtained. Digital exploration showed that the abscess tracked up along the psoas sheath, with the external iliac artery antero-medial to the cavity.
Pus was sent for culture immediately and swabs from the wound were sent on 2 consecutive days. No pyogenic organisms were isolated.
As it seemed likely by a process of elimination that the abscess was secondary to caseating lymph nodes, lymphangiography was carried out (Kinmonth, 1954) appearance seen in the higher involved nodes were those of a non-specific inflammatory condition sometimes indistinguishable from a malignant reticulosis. Nodes lower down showed filling defects presumed due to caseation.
With the diagnosis of tuberculosis made on clinical probabilities anti-tuberculous therapy was started. The patient soon felt better generally and the groin wound soon dried up.
Of the three separate specimens sent for culture, a lone colony of tubercle bacilli was isolated from one of the swabs. This emphasizes the difficulty often found in bacteriological confirmation of the diagnosis of tuberculosis.
Plain radiographs showed gradual diminution of the size of the involved nodes, which were almost normal in size 5 months after treatment had started (Fig. 3) . 
Discussion
With the main exceptions of alimentary tuberculosis and cervical lymphadenitis, most extrapulmonary tuberculosis is the result of haematogenous spread (Berry, 1961) . At the stage of active primary infection the bacilli are filtered out by the reticuloendothelial system including lymph nodes, where the infection may not be clinically apparent. At any time after the primary infection these nodes may break down to present as clinically significant tuberculosis. This usually occurs within a few years, but sometimes takes much longer (Schless & Wier, 1957) . Mitty & Faegenburg (1964) thought that isolated tuberculous involvement of retro-peritoneal nodes was rare. This is no doubt true of those which present clinically, but in view of the relative difficulty in palpation of these nodes retroperitoneal tuberculous lymphadenitis may be more common than is realized. Baer, Bennett & Nachlas (1923) , writing at a period when tuberculosis was more widespread, stated that lumbar lymphadenitis of tuberculous origin without evidence of involvement of the usual visceral sources was relatively so common as to deserve special mention.
In an American series of 120 cases of tuberculous lymphadenitis, Schless & Wier (1957) (Schless & Wier, 1957) . Other infections such as lymphogranuloma inguinale must be considered.
Treatment of active tuberculous lymphadenitis with drugs is sometimes thought to be less essential than in other forms of tuberculosis, possibly because of favourable impressions from the usual natural history in children. Schless & Wier (1957) argued convincingly, certainly as far as adults were concerned, for a full course of anti-tuberculous therapy and thought that isoniazid should be one of the drugs used. On this regime they had had no relapse at a minimum follow up of 2 years, and in contrast with earlier cases not given adequate chemotherapy.
Lymphangiography has been used previously to show the extent of retroperitoneal tuberculous lymphadenitis (Babeau & Fournier, 1965 
